Re-evaluation of CO2 laser myringotomy for managing children with persistent acute otitis media  by Kuo, Yen-Ling et al.
Available online at www.sciencedirect.comJournal of the Chinese Medical Association 74 (2011) 413e418
www.jcma-online.comOriginal Article
Re-evaluation of CO2 laser myringotomy for managing children with
persistent acute otitis media
Yen-Ling Kuo a,b,c, Mao-Che Wang a,b, Chia-Huei Chu a,b, An-Suey Shiao a,b,c,*
aDepartment of Otolaryngology and Taipei Veterans General Hospital, Taipei, Taiwan, ROC
bNational Yang-Ming University School of Medicine, Taipei, Taiwan, ROC
cNational Defense Medical Center, Taipei, Taiwan, ROC
Received January 31, 2011; accepted April 6, 2011AbstractBackground: This study aimed to re-evaluate the utility of CO2 laser myringotomy in children with persistent acute otitis media (PAOM).
Methods: From September 2002 to April 2008, 40 children with PAOM received CO2 laser myringotomy. PAOM was defined as continuing
symptoms and signs after systemic antibiotic treatment. Before laser myringotomy, the eardrums were checked under videotelescopy, pure tone
audiometry or behavior audiometry and tympanometry. Middle ear effusions were collected using our own designed bottle culture device after
laser myringotomy. The patients were followed up at outpatient clinics for 3 months. Cultured middle ear pathogens, healing time of the
eardrums, hospital course (for admitted patients), and the development of middle ear effusions were recorded.
Results: Forty children with 53 ears with PAOM were enrolled. Eight patients (20%) had bilateral disease and underwent bilateral laser myr-
ingotomy. The overall culture rate was 28.3%, and Streptococcus pneumoniae was the most common pathogen. Eight patients (20%) were
admitted for intravenous antibiotics. The average eardrum healing time was 22 days in those with positive cultures, and 16.4 days in those with
negative cultures ( p¼ 0.125). All eardrums healed in 1 month. The resolution rate was 62.5% at 1 month. Patients with bilateral PAOM were
prone to have positive middle ear culture (5/8) compared with those with unilateral PAOM (8/32) ( p¼ 0.086).
Conclusion: CO2 laser myringotomy is an applicable means of treating PAOM. S pneumoniae is the most common pathogen in PAOM. CO2 laser
myringotomy allows for the drainage and culture sampling of middle ear effusion, relieving the need of taking prolonged medication.
Copyright  2011 Elsevier Taiwan LLC and the Chinese Medical Association. All rights reserved.
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Diagnosis of acute otitis media (AOM) requires a history of
acute onset of signs and symptoms, middle ear effusion, and
signs and symptoms of middle ear inflammation.1 From
pneumatic otoscopy or otoendoscopy, middle ear inflamma-
tion and middle ear effusion can be observed, including
bulging of the tympanic membrane, limited or absent mobility* Corresponding author. Dr. An-Suey Shiao, Department of Otolaryngology,
Taipei Veterans General Hospital, 201, Sec 2, Shih-Pai Road, Taipei 112,
Taiwan, ROC.
E-mail address: asshiao@vghtpe.gov.tw (A.-S. Shiao).
1726-4901/$ - see front matter Copyright  2011 Elsevier Taiwan LLC and the C
doi:10.1016/j.jcma.2011.08.006of the tympanic membrane, air fluid level behind the tympanic
membrane, and otorrhea from the perforated eardrums. A high
diagnostic accuracy of 98% was obtained by otoendoscopy in
a previous study.2
Streptococcus pneumoniae, Haemophilus influenzae, and
Moraxella catarrhalis are the most common pathogens detec-
ted in AOM,3,4 whereas Staphylococcus aureus is the primary
bacterial pathogen cultured from patients treated with pread-
mission antibiotics.5 For persistent acute otitis media (PAOM),
tympanocentesis has been suggested for middle ear pressure
alleviation, pain relief, and microbiologic sampling for path-
ogen identification. However, this procedure can only be per-
formed on children when they are sedated.6 Advantages of CO2
laser myringotomy for otitis media include medium-termhinese Medical Association. All rights reserved.
Fig. 1. The sterilized bottle culture set.
Table 1
Bottle cultures of 53 middle ear effusions
Pathogens Positive ear(s)
Gram-positive (13/15)
Streptococcus pneumoniae 8
Staphylococcus aureus 2
Coagulase-negative Staphylococcus 1
Streptococcus viridans 1
ORSA 1
Gram-negative (2/15)
Klebsiella pneumoniae 1
Enterococcus 1
Total 15
ORSA¼ oxacillin-resistant Staphylococcus aureus.
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service, adequate middle ear sampling, and serving as
a temporary alternative to ventilation tube insertion.7,22e29
The incidence of AOM complicated with acute mastoiditis
has fallen in recent years; however, cases of children with
PAOM are still found during clinical practice. Diseased chil-
dren usually manifest as being irritable or toxic, with otalgia
and spiking fever. Herein, we focus on CO2 laser myringotomy
in treating children with PAOM. Our aim was to discover
whether laser myringotomy healing is influenced by the
presence of pathogens, the microorganisms of PAOM, and re-
evaluation of the utility of laser myringotomy. Most patients
were treated at an outpatient clinic; this approach and its
implications have not been fully discussed previously.
2. Methods
From September 2002 to April 2008, 40 children with 53
affected ears presented with PAOM and received CO2 laser
myringotomy at the outpatient clinic of a tertiary referral
center. The data were collected by retrospective chart review,
and no syndromic patients were included. Referencing a large
study proposed by Loundon et al,8 “PAOM” was defined as
continuing symptoms of high fever (more than 38.5 C), severe
otalgia, and signs such as injection and bulginess of the
eardrums plus middle ear effusion after primary medical
management. The duration of antibiotic prescriptions prior to
laser myringotomy was documented. Pure tone audiometry
when possible or behavior audiometry and tympanometry were
performed prior to CO2 laser myringotomy and at post-
operative follow-up. The study was conducted in accordance
with the principles stated in the Declaration of Helsinki (1964),
and its design was approved by the Institutional Review Board.
Prior to the performance of CO2 laser myringotomy, the
external auditory canals and eardrums were prepared with 5%
xylocaine application for 20 minutes, and then local infiltra-
tion of ear canals with alcohol (70%) was done for 1 minute.
CO2 laser myringotomy (model 1041; Sharplan Lasers Inc.,
Allendale, NJ, USA) with a micromanipulator (AcuSpot
1041s; Lumenis, Inc., Santa Clara, CA, USA) was conducted
by a single shot of 15 watts lasting 0.2 seconds in the anterior-
inferior quadrant. The average myringotomy was 1.5e1.9 mm
in diameter. After creating the myringotomy, middle ear
effusions were collected by our own designed sterilized bottle
culture set, which comprises a sterilized glass bottle connected
to the negative pressure suction system of an ENT unit, and
a metallic ear suction tip (Fig. 1). In general, the whole
procedure can be done in 30 minutes.
The cultured pathogens of the middle ear effusions, clinical
courses of the patients, and healing of the eardrums were
documented. All patients were followed-up at 1, 2, 3, 4, 8, and
12 weeks post-laser myringotomy, and some (n¼ 25) were
followed-up until 1 year.
In this study, we used paired t tests for the comparisons of
healing rate and time course of the eardrums using SPSS
version 16 software (SPSS, Inc., Chicago, IL, USA). A p value
of 0.05 or less was considered statistically significant.3. Results
Of the 40 children enrolled, 25 were boys and 15 were girls,
and were from 1 to 12 years old, with an average age of 5.52
years (SD 2.85). All patients had received oral antibiotics
from 7 to 28 days (mean¼ 9.3 days) prior to referral to our
clinic. Fifteen ears of 13 patients had positive middle ear
cultures for an overall positive culture rate of 28.3% (Table 1).
S pneumoniae was the most commonly cultured pathogen (8/
15, 53.3%). Six of the eight isolated S pneumoniae cases
showed resistance to erythromycin, trimethoprim/sulfame-
thoxazole (TMP/SMX), and clindamycin. Three patients also
revealed resistance to oxacillin. Two Gram-negative patho-
gens, Enterococcus and Klebsiella pneumoniae revealed
multidrug resistance, and were only sensitive to vancomycin
and imipenem, respectively. No pan-resistance microorganism
and only one oxacillin-resistant S aureus (ORSA) was iso-
lated. Table 2 shows the antimicrobial susceptibilities of the
Gram-positive pathogens.
Meanwhile, eight patients (20.0%) were admitted,
including three patients with concurrent pneumonia and one
with acute pan sinusitis. Laser myringotomy was performed
owing to persistent disease after 48 hours of intravenous
antibiotics. The average hospitalization length was 5.67 days.
Table 2
Susceptibilities of Gram-positive organisms
Organisms Ampicillin Oxacillin Cefazolin EM TMP/
SMX
CM Van Levo
Streptococcus pneumonia
#1 S S S S S S S S
#2 S S S S S S S S
#3 S S S R R R S S
#4 S R S R R R S S
#5 S R S R R R S S
#6 S R S R R R S S
#7 S S S R R R S S
#8 S S S R R R S S
Resistance
(%)
0 37.5 1 75 75 75 0 0
Staphylococcus aureus/coagulase negative S aureus
#1 R S S S S S S S
#2 R S S S S S S S
#3 R R R R R R R R
#4 R S S S S S S S
Resistance
(%)
100 25 25 25 25 25 25 25
Overall
resistance
(%)
33 33 8.3 58.3 58.3 58.3 8.3 8.3
CM¼ clindamycin; EM¼ erythromycin; Levo¼ levofloxacin; TMP/SMX¼
trimethoprim/sulfamethoxazole; Van¼ vancomycin.
Fig. 2. AeC. Telescopic view of a 4-year-old boy with left persistent acute
otitis media. (A) Immediately after CO2 laser myringotomy. (B) One week
later, smaller laser hole was noted. (C) Six weeks later, migration of scar out of
the eardrum without middle ear effusion.
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osteal abscess, meningitis, petrositis, or sigmoid thrombo-
phlebitis, were noted in this cohort.
There were no perforated eardrums at presentation. The
mean healing period in those with positive middle ear cultures
(15 ears) was 22 days, and 16.4 days for those with negative
cultures (three patients were lost to follow-up after laser
myringotomy, p¼ 0.1249). The overall healing period in this
study was 17.7 days. All tympanic membranes closed in
1 month.
Eight patients (20%) had bilateral PAOM and underwent
bilateral laser myringotomy during the study cohort. Slightly
more patients with bilateral PAOM had positive middle
ear cultures (5/8) than those with unilateral PAOM (8/32)
( p¼ 0.086).
All patients had pure conductive hearing loss at presenta-
tion. Tympanometry was performed at time of first visit in 23
children, and the results varied. Most of them presented with
bilateral type B, except for two patients with type C in one ear
and type B in the other ear, two patients with type B on one
side and type A on the other side, and two patients with
bilateral type C on tympanograms.
During follow-up, all eardrums healed well within 2 months
without tympanosclerosis or persistent perforations. Their
hearing levels also returned to an average of 15e25 decibel
hearing level (dBHL) in 12 weeks. Fifteen patients (37.5%)
developed middle ear effusions after healing of the tympanic
membranes at 1 month. The expected resolution rate at 1 month
after laser myringotomy was 62.5%. Six patients had ventila-
tion tube insertion (with or without adenoidectomy) after lasermyringotomy in the subsequent 2e14 months owing to
persistent middle ear effusion in one patient and recurrent otitis
media in the other five patients. One patient had repeated
ventilation tube insertion during the study period.
Fig. 2AeC presents a serial telescopic view of a 4-year-old
boy who failed from a 2-week course of oral antibiotics for left
PAOM and the follow-up endoscopic pictures after laser
416 Y.-L. Kuo et al. / Journal of the Chinese Medical Association 74 (2011) 413e418myringotomy (Fig. 2A: immediately after laser myringotomy;
Fig. 2B: at 1 week; Fig. 2C: 6 weeks later). Migration and
lateralization of the “tympanic scar” can be observed post-
laser myringotomy with resolution of the disease. No subse-
quent middle ear effusion was noted in this patient.
4. Discussion
Different procedures have been used to treat PAOM,
including tympanocentesis and incisional myringotomy.
Comparisons of incisional myringotomy and CO2 laser myr-
ingotomy have been conducted on rats,9 with the latter
providing latency for a longer period of time (3 vs. 15 days).
In a previous study, incision myringotomy was indicated for
AOM patients who appeared toxic or with severe otalgia, had
failed appropriate antibiotic therapy, or had other risk factors
of severe disease, such as immunocompromised status.10 The
immediate advantages of CO2 laser myringotomy include
a short procedure time of 0.2 seconds, which is better for
irritable children than incisional myringotomy, which needs to
be performed under heavy sedation most of the time, and easy
collection of middle ear effusions by our culture device
(Fig. 1). If any pathogen is found by culture, oral antibiotics
can be adjusted. However, the issues of a slightly longer
eardrum healing course than with needle aspiration or inci-
sional myringotomy, and the transient noise when doing the
laser myringotomy should be thoroughly discussed with the
parents (and older children) prior to doing the procedure, and
a regular follow-up is necessary.
Treatment of AOM has been discussed for decades. Oral
antibiotics should be applied for younger patients (<2 years
old) with Eustachian tube dysfunction11 and those with severe
illness (moderate-to-severe otalgia or a fever of 39 C or
higher).12 Amoxicillin is the first choice for most patients
owing to its general effectiveness when used in sufficient
doses against susceptible and intermediate-resistance pneu-
mococci. A high dose of amoxicillin, amoxicillin-clavulanate,
or ceftriaxone is suggested when initial treatment fails.1
According to the literature, the term “refractory” AOM is
used for describing AOM with resistant species. Thus, this
study focused on the clinical management of clinical
“persistent” disease. Failure to respond to empirical antibiotics
is a clinical issue, and an indication that a more aggressive
treatment should be taken. In addition, these children should
be regarded as more susceptible to severe comorbidities.
According to the literature, only S pneumoniae is highly
resistant to penicillin and will not respond to conventional
doses of amoxicillin.13 In this study, the most cultured middle
ear pathogen in PAOM children was S pneumoniae, which was
compatible with a 15-year study.8 H influenzae was not
detected, possibly owing to the eradication of this pathogen by
previous antibiotics. Although patients presented with persis-
tent disease, few multidrug-resistant pathogens were isolated
in this study. Thus, persistent pathogens may not be the only
cause of persistent disease. The culture result also reflected
that H influenzae and particularly M. catarrhalis infection
seem to be not detected as much as other pathogens.Therefore, both microorganisms might be less correlated with
children having PAOM or complicated AOM in Taiwan than in
the Western world.14 Although the overall culture rate was not
high, the four middle ears infected by S aureus showed
resistance to ampicillin, which may have been the cause of the
failure of primary medication in these children. By reviewing
the isolated pathogens (Table 1), it is encouraging that only
one case with coagulase-negative S aureus, and no Pseudo-
monas species was found, which suggests that our culture
device is effective in avoiding contamination of the normal
flora of external auditory canals.15,16
CO2 laser myringotomy provided a method for pressure
relief of the middle ear in children with PAOM. Resolution of
acute symptoms and signs can be observed soon after the
purulent middle ear is drained. Slovik et al6 reported that
closure of the eardrums after tympanocentesis occurred early
in most cases (90%, 4e6 days after the procedure) and was
independent of disease etiology and history, age and bacterial
eradication. In this study, closure of the tympanic membranes
occurred slightly earlier in the culture-negative ears (16.4
days) than the culture-positive ears (22 days), however,
without significance ( p¼ 0.1249). Thus, the healing process
of the eardrums was not influenced by the presence or not of
microorganisms. In contrast to the larger laser myringotomy
done in a previous study (one case with persistent perfora-
tion),30 we found that it was safe to perform laser myr-
ingotomy with a smaller size of 1.5e1.9 mm (power¼ 15
watts, duration¼ 0.2 seconds) in oriental children, even for the
two 1-year-old patients. No persisting perforation of eardrums
was noted during the cohort.
Culture rates of middle ear effusion have been recorded to be
as high as 86% in untreated AOM children, with symptoms and
signs within 7 days.6 Sterilized cultures were noted in 71.7% of
samples in the cohort, which demonstrated that many of the
microorganisms were eliminated by the previous antibiotics,
and that prolonged empiric medication may be of little help.
Other studies have also contributed to the decline of repeated
cultures in persistent disease,8 and the direct relationships
include: (1) antibiotics used prior to culture; (2) nonbacterial
pathogens; and (3) pathogens that do not proliferate in classic
culture conditions (e.g., mycobacteria and anaerobic patho-
gens). Another issue may be that it is difficult to assess clinical
success in patients because inflammatory signs and symptoms
often persist after bacterial eradication when the middle ear
effusions become sterile.17 In addition, concomitant viral
infections that aggravate the disease course may account for the
higher percentage of sterile middle ear cultures.18
The application of laser-assisted myringotomy has been an
effective option for otitis media with effusion after preliminary
studies since the 1990s.19e31 Atypical usage, such as for middle
ear dysfunction or hyperbaric oxygen therapy, mastoiditis with
post-auricular cellulites, and canal exostosis prohibiting tym-
panostomy, have also been proposed as additional options.25
However, most studies have addressed the treatment of
chronic serous otitis media. For children with PAOM or AOM,
the studies have been limited in number and the follow-up
periods have been relatively short.29,30 Table 324,28,30 shows
Table 3
Comparison with serial studies
Author, y Conditions Affected
ears (n)
Resolution
rate (%)
Follow-up
period
Cohen et al, 199734 OME 21 47 2 mo
Silverstein et al,24 2001 OME 23 46 4.7 wk
Sedlmaier et al,28 2002 OME 159 73.7 6 mo
Duetsch et al, 200329 OME & AOM 430 68.8 12 wk
Cotter & Kosko,30 2004 OME & AOM 79 42.6 >3 mo
Lin et al, 200631 OME 73 73.0 5 wk
Kuo et al, 2010 AOM 53 62.5 3 mo
AOM¼ acute otitis media; OME¼ otitis media with effusions.
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myringotomy for refractory AOM patients reported a failure
rate of 53.6% for patients followed-up on average for 2.2 weeks
after the procedure. The authors thus concluded a high failure
rate for laser myringotomy and the possible subsequent
requirement of ventilation tube insertion.30 However, our study
showed a different picture. The expected resolution rate at 1
month reached 62.5%, and fewer patients underwent ventilation
tube insertion during follow-up. It is not surprising that with
a higher success rate, there would be less ventilation tube
insertion. In addition, lower direct and indirect costs would be
required.
Approximately 24 articles in the English-language medical
literature discuss CO2 laser myringotomy in clinical use, and
some of these were basic studies about the healing process of
laser myringotomy. According to the American Academy of
OtolaryngologyeHead and Neck Surgery guideline for treat-
ment of otitis media with effusions, laser myringotomy is an
option for treatment.32 However, in the United States, the CO2
laser device is not a common device used in the clinic, espe-
cially for myringotomy. Most clinicians abandoned this
procedure owing to it being an expensive device and the belief
that there was no difference in treatment result between cold
instruments and laser myringotomy.30 In fact, there are several
advantages for laser myringotomy. First, it may provide mid-
term ventilation. According to our previous study, laser myr-
ingotomy will heal in 3 weeks31 and incisional myringotomy
will close within 3 days. In addition, the function of the
Eustachian tube is worse in the 3- to 6-year-old group than the
7- to 12-year-old group.33 Decreased incidence of otitis media
has been observed from infancy to adolescence. In our study,
most of the patients were 5 to 6 years old, which fell into the
age group in which the Eustachian tube function has become
more mature. Mid-term ventilation of the middle ear after
laser myringotomy can help these children to go through the
disease period. Second, it may be performed under local
anesthesia; most of the children in our study sustained this
procedure without much anxiety. Third, according to data
(unpublished) from our institute, from 2002 to 2006, the
number of ventilation tube insertions declined after we intro-
duced the CO2 laser myringotomy procedure.
The main limitation of this study is that the data were
collected retrospectively. Further study should be designed to
compare cold instrument myringotomy and laser myringotomyfor the treatment of PAOM. For clinical utility, studies should
also combine laser myringotomy with the impact of pneu-
mococcal vaccinations on the pathogens of the middle ear and
in the primary care of complicated children.
In conclusion, CO2 laser myringotomy is a feasible way to
treat PAOM. No chronic sequelae, neither chronic otitis media
nor tympanosclerosis, were noted during follow-up. Purulent
middle ear effusions can be drained and cultured after laser
myringotomy. S pneumoniae is the most common pathogen in
PAOM. Oral medication, if needed, can be adjusted according
to the culture results. Most important of all, children with
PAOM can be relieved from acute symptoms and the need for
prolonged medication.Acknowledgment
This project was supported by Taipei Veterans General
Hospital research grant number V99A-114.References
1. American Academy of Pediatrics and American Academy of Family
Physicians. Diagnosis and management of acute otitis media. Subcom-
mittee on management of acute Otitis media. Pediatrics 2004;113:5.
2. Shiao AS, Guo YC. Comparison assessment of videotelescopy for diag-
nosis of pediatric otitis media with effusion. Int J Pediatr Otorhinolar-
yngol 2005;69:1497e502.
3. Berman S. Otitis media in children. N Engl J Med 1995;332:1560e5.
4. Klein JO. Otitis media. Clin Infect Dis 1994;19:823e33.
5. Heslop A, Ovesen T. Severe acute middle ear infections: microbiology
and treatment. Int J Pediatr Otorhinolaryngol 2006;70:1811e6.
6. Slovik Y, Raiz S, Leiberman A, Puterman M, Dagan R, Leibovitz E. Rates
of tympanic membrane closure in double-tympanocentesis studies.
Pediatr Infect Dis J 2008;27:490e3.
7. Sedlmaier B, Jivanjee A, Gutzler R, Huscher D, Jovanovic S. Duration of
middle ear ventilation after laser myringotomy with the CO2 laser oto-
scope Otoscan. HNO 2001;49:447e53 (in German).
8. Loundon N, Roger G, Vu Thien H, Be´gue´ P, Garabe´dian EN. Evolution of
the bacteriologic features of persistent acute otitis media compared with
acute otitis media: a 15-year study. Arch Otolaryngol Head Neck Surg
1999;125:1134e40.
9. Poyrazoglu E, Cincik H, Gungor A, Gurpinar B, Yildirim S, Candan H.
The effects of incisional myringotomy and CO2 laser myringotomy on rat
tympanic membranes. Int J Pediatr Otorhinolaryngol 2004;68:811e5.
10. Weber SM, Grundfast KM. Modern management of acute otitis media.
Pediatr Clin North Am. 2003;50:399e411.
11. Revai KM, Patel JA, Grady JJ, Chonmaitree T. Tympanometric findings in
young children during upper respiratory tract infections with and without
acute otitis media. Pediatr Infect Dis J 2008;27:292e5.
12. Kaleida PH, Casselbrant ML, Rockette HE, Paradise JL, Bluestone CD,
Blatter MM, et al. Amoxicillin or myringotomy or both for acute otitis
media: results of a randomized clinical trial. Pediatrics 1991;87:466e74.
13. Jacobs MR, Bajaksouzian S, Zilles A, eLin G, Pankuch GA,
Appelbaum PC, et al. Susceptibilities of Streptococcus pneumoniae and
Haemophilus influenzae to 10 oral antimicrobial agents, based on phar-
macodynamic parameters: 1997 U.S. surveillance study. Antimicrob
Agents Chemother 1999;43:1901e8.
14. Shiao AS, Hsieh ST, Tsai TL. Bacteriology of medically refractory acute
otitis media in children: a 9-year retrospective study. Int J Pediatr
Otorhinolaryngol 2004;68:759e65.
15. Stroman DW, Roland PS, Dohar J, Burt W. Microbiology of normal
external auditory canal. Laryngoscope 2001;111:2054e9.
418 Y.-L. Kuo et al. / Journal of the Chinese Medical Association 74 (2011) 413e41816. Yates PD, Anari S. Otitis media. In: Lalwani AK, editor. Current diag-
nosis and treatment of otolaryngology e head and neck surgery. 2nd ed.
McGraw-Hill; 2008. p. 655e65.
17. Pichichero ME. Recurrent and persistent otitis media. Pediatr Infect Dis J
2000;19:911e6.
18. Heikkinen MT, Thint M, Chonmaitree T. Prevalence of various respiratory
viruses in the middle ear during acute otitis media. N Engl J Med 1999;
340:260e4.
19. Goode RL. CO2 laser myringotomy. Laryngoscope 1982;92:420e3.
20. Silverstein H, Kuhn J, Choo D, Krespi YP, Rosenberg SI, Rowan PT.
Laser-assisted tympanostomy. Laryngoscope 1996;106:1067e74.
21. Sedlmaier B, Blo¨dow A, Scho¨nfeld U, Jovanovic S. The CO2 laser oto-
scope. A new application device for paracentesis. HNO 1998;46:870e5
(in German).
22. Marchant H, Bisschop P. Value of laser CO2 myringotomy in the treatment
of seromucous otitis. Ann Otolaryngol Chir Cervicofac 1998;115:347e51
(in French).
23. Coma i Arago´n J, Rodrı´guez Adrados F. CO2 laser tympanostomy
without ventilation tubes. Acta Otorrinolaringol Esp 1999;50:101e5 (in
Spanish).
24. Silverstein H, Jackson LE, Rosenberg SI, Conlon WS. Pediatric laser-
assisted tympanostomy. Laryngoscope 2001;111:905e6.
25. Bent JP, April MM, Ward RF. Atypical indications for OtoScan laser-
assisted myringotomy. Laryngoscope 2001;111:87e9.26. Cook SP, Deutsch ES, Reilly JS. Alternative indications for laser-assisted
tympanic membrane fenestration. Lasers Surg Med 2001;28:320e3.
27. Garin P, Ledeghen S, Van Prooyen-Keyser S, Remacle M. Office-based
CO2 laser-assisted tympanic membrane fenestration addressing otitis
media with effusion. J Clin Laser Med Surg 2001;19:185e7.
28. Sedlmaier B, Jivanjee A, Gutzler R, Huscher D, Jovanovic S. Ventilation
time of the middle ear in otitis media with effusion after CO2 laser
myringotomy. Laryngoscope 2002;112:661e8.
29. Deutsch ES, Cook SP, Shaha S, Brodsky L, Reilly JS. Duration of patency
of laser-assisted tympanic membrane fenestration. Arch Otolaryngol Head
Neck Surg 2003;129:825e8.
30. Cotter CS, Kosko JR. Effectiveness of laser-assisted myringotomy for
otitis media in children. Laryngoscope 2004;114:486e9.
31. Lin SH, Lai CC, Shiao AS. CO2 laser myringotomy in children with otitis
media with effusion. J Laryngol Otol 2006;120:188e92.
32. Rosenfeld RM, Culpepper L, Yawn B, Mahoney MC. AAP, AAFP, AAO-
HNS Subcommittee on Otitis media with effusion. Otitis media with
effusion clinical practice guideline. Am Fam Physician 2004;69:2776e9.
33. Bylander A, Tjernstro¨m O. Changes in Eustachian tube function with age
in children with normal ears: a longitudinal study. Acta Otolaryngol 1983;
96:467e77.
34. Cohen H, Friedman EM, Lai D, Pellicer M, Duncan N, Sulek M. Balance
in children with otitis media with effusion. Intern J Pedia Otorhinolar-
yngol 1997;42:107e15.
